PURPOSES
The Blind Register accepts patients defined under the National Assistance Act 1948 as 'so blind as to be unable to perform any work for which eye-sight is essential'. This Act complements the previous legislation of the Blind Persons Act 1938 and the Local Government Act 1929. The BD8 Form used for registration states that 'the test is not whether the person is unable to pursue his ordinary occupation or any particular occupation, but whether he is too blind to perform any work for which eyesight is essential', and that 'only visual conditions are taken into account'. Other bodily or mental infirmities are disregarded. Usually a person with a visual acuity below 3/60 Snellen in both eyes may be regarded as blind and a person with visual acuity of 3/60 but less than 6/60 is regarded as blind if the field of vision is considerably contracted.
The statutory benefits available for the registered blind are:
1. An additional £100 may be earned before taxation becomes effective; from 6 April 1973 this is increased to £130. 2. A higher rate of supplementary benefit is available to those who are eligible. 3. Supplementary benefits are available to dependants of those blind people who are unemployed or unemployable. 4. No payment is required for a sighted guide who travels with the blind person on business on British Rail. There are additional benefits for particular groups. The Blind Children's Education Act 1893 is still effective and it provides appropriate educational facilities for blind and partially sighted children. Local Authorities must supply instruction in handicrafts and sewing, and training in appropriate forms of employment, as well as radios and braille typing machines. Some Local Authorities provide free bus passes and special allowances and subsidies for household adaptations. Most of these additional benefits do not accrue to patients who are not registered and this is particularly true of financial benefits. Because the blind are disabled, the Local Authority has an additional statutory duty under the Chronically Sick and Disabled Persons Act 1970 to ensure that they are made aware of any services in their area which provide for their needs. The Disabled Persons Employment Acts 1944/1958 require the Minister responsible for employment to establish District Advisory Committees and assessment panels which recommend the entry of names to a register giving access to designated employment. Blind patients may also be registered in this way, although there are no formal administrative arrangements for automatic transfer from one register to the other. A register of the partially sighted is also maintained by each authority, in this case under the direction of the Ministry of Health circular 15/48. A later circular 4/63 advised that the partially sighted should also have access to the welfare services.
The primary objective of the Blind Register appears to be the identification of individuals for whom welfare measures may be undertaken, including the provision of appropriate education and care, financial assistance, work placement, and sheltered employment where necessary. An additional objective of planning local and national services is implied from the amalgamation of Local Authority registers into a National Register. This is compiled by the Department of Health and Social Security Health and Social Security, 1971) gave numbers in each authority and all ages, and in the age groups 5-15 years, 16-64 years, and over 65 years, but the number aged 0-4 years was not given and can be inferred only indirectly by subtracting the later age groups from the total. Total prevalence and annual incidence rates at all ages and for those over 65 years were also given but the rates for the differences between regions although they are substantially larger than local administrative areas.
There was evidence of a positive association between the prevalence and incidence rates in different Local Authorities (r = 0-67, P < 0-001) suggesting that whatever factors were responsible for the overall variation, they remained consistent over a period of time. Incidence rates of new cases on the Blind and Partially Sighted Registers were also positively associated (r = 0-20, 0-01 < P < 0 -05). Variation in incidence and prevalence estimates for the registered blind was not therefore attributable to differential allocation to the Blind and Partially Sighted Registers.
In summary, there were substantial indications that the wide variations in incidence and prevalence were systematic. However, except in the case of the age group 0-4 years, where there was evidence that the variations were artefactual, there was little to show whether the variations reflected differing registration procedures or whether they reflected true inter-regional variations in the incidence and prevalence of blindness. Because of this it became necessary to relate the differing incidence and prevalence rates to the other known differences between regions and individual authorities.
SOURCES OF VARIABILrrY
Different age structures in different populations clearly accounted for some of the variations. For example, much of the difference between Solihull's 78/105 and Bournemouth's 506/105 arose from this cause and the difference, although still present, was much less within individual age groups. In the age group 16-64 years, Solihull's rate was 28/105 and Bournemouth's 37/105, and in the age group 65 years and over the rate for Solihull was 1010/105 and for Bournemouth 1720/105. Part of the residual differences, here and in other comparisons, may have been due to differing distributions within these coarse groupings, especially in the oldest group, but the data supplied did not permit further analysis. General confirmation of the relationship between age distribution and registration was obtained through a positive association (r = + 0-53, P < 0 -01) between the incidence rate and the proportion of elderly (65 years and over) in each administrative area. Nevertheless, the general picture contained interesting contrasts. For example, Bournemouth had a total prevalence of 506/105 and Brighton only 322/105; the proportions of elderly persons did not differ greatly, 24-9% in Bournemouth compared with 20-2% in Brighton, but the prevalence estimates for persons over 65 years were 1720/105 in Bournemouth and only 1200/105 in Brighton. Despite the impossibility of conducting full age standardizations, examples such as this suggest that overall variations in registration rates cannot be explained by demographic factors alone.
Several simple indices of socio-economic deprivation are available for the above boroughs, some of them reasonably direct and others less so. They include the infant mortality rate, the standardized mortality ratio for deaths from all causes, the rate of immigration from Commonwealth countries, and sulphur dioxide pollution levels. They were examined systematically in relation to the prevalence of blindness at all ages, and in each age group. There were no significant correlations for the infant mortality or immigration rates or for the concentration of sulphur dioxide in the atmosphere (data from the Warren Spring Laboratory, 1971) and the SMR was related to prevalence only in the age group 16-64 years (r = + 0-37, P < 0-01).
The only other suggestion of a socio-economic effect was obtained by comparing the Administrative Counties and the County Boroughs with respect to the age group 16-64 years. The mean of the prevalences given for the Counties was 56-2 and that for the County Boroughs was 76-8. The Administrative Counties are mainly rural and the County Boroughs are urban and the population size of the Counties is, on the whole, greater than that of the County Boroughs.
Local Authority expenditures on blind persons were examined in relation to the prevalence of registered blindness. The overall expenditure was £42 -40 per annum per blind person (the Institute of Municipal Treasurers and Accountants and the Society of County Treasurers, 1972) . There was no correlation between expenditure per person and prevalence of registered blindness in any age group. No associations were detected with figures for expenditure per person on all welfare services, including blindness, or expenditure on welfare services for the handicapped. There was no correlation (age group 16-64 years only) between prevalence and either the proportion in sheltered employment or the proportion in training or seeking work. However, there was a small positive correlation between total prevalence and the proportion of the working age group classified as unfit for employment (r = + 0-14; P < 0-1). If high registration rates had reflected more complete ascertainment of the 'marginally' blind, we would have expected high apparent prevalence to be associated with low proportions unfit for employment. A positive association runs counter to this expectation and suggests that lack of opportunity for suitable employment, and the need for supple-mentary benefits, may encourage registration. However, separate rates for males and females are not available for individual regions and it is not possible to be definitive here.
The rates of registered blindness in different age groups did not correlate significantly with each other, suggesting perhaps that the medical and social factors affecting the decision to register are quite different in the different age groups.
DIscussIoN
The substantial variation in the registration rates might be attributed to any of several causes; (a) irregularities arising from the small size of some populations or from inadequate registration arrangements; (b) differing age structures; (c) differences in the true incidence and prevalence of blindness, possibly reflected in the variations of socio-economic conditions; (d) different referral policies in different localities on the part of general practitioners, social workers, and consultants; and (e) unwillingness of certain social groups to identify themselves as blind because of cultural differences in the perceptions of blindness, disability, and dependency.
The effects of the first three factors are each clearly demonstrable but they do not explain the whole of the variation. Indeed, apart from the differences related to demographic structure the effect is probably not large, and the main causes of variation must probably be sought in the variations of behaviour found in patients, doctors, and social workers. Zborowski (1960 ), Mechanic (1969 , and other writers of the Interactionist School of Sociology have demonstrated the importance of varying definitions in the presentation of many illnesses and disabilities. The patient is willing to define himself as ill or disabled only when the psychological as well as the social benefits of such a definition exceed the psychological and social disadvantages. Many patients may be unwilling to be registered as blind for reasons of this kind, and may be supported or sanctioned in their views by their families, their general practitioners or specialists. A recent study in Glamorgan (Graham, Wallace, Welsby, and Grace, 1968) found that nine patients were not registered out of a total of 31 blind persons and a total population of about 1,600. This study was based on a small and possibly atypical population but indicated that registration was often not accepted because it was regarded as degrading and based on concepts of poor law 'charity'. Harris, Cox, and Smith (1971) showed that only 10% of the physically disabled were registered by Local Authority Social Service Departments, although the percentage of registration in blind persons is probably much higher than this because of the special financial and other benefits which accrue. Nevertheless, a substantial degree of under reporting must occur for such reasons.
However, the very wide variations between similar authorities, sometimes in limited geographical areas, are unlikely to arise entirely from this cause because extreme variations in culture between adjoining local administrative areas would be necessary to explain the findings. The main source of the variability between authorities is likely to reside in different referral and registration patterns. The decision to refer a patient for registration may be taken by many agencies, for example general practitioners, consultants, relatives, and supplementary benefit officers. The route of referral may also vary from one authority to another, and some consultants may be unwilling to register as blind those patients seen initially in the outpatient setting and not referred through the Social Service Department. Consultants and social workers differ in their attitudes towards registration and some are probably unaware of the benefits and may fail to communicate the advantages of registration to the blind person. Elderly persons with slowly deteriorating vision may attend outpatient departments for many years supervised by doctors in the non-specialist grades working in ophthalmic or other departments who may be unaware of the possibilities or the advantages of registration and therefore do not refer suitable patients.
The large variations in prevalence and incidence rates and the demonstrable importance of variations in the registration procedures indicate that many cases are not being identified. The higher figures found in some of the larger authorities are probably more accurate guides to national levels than are the means for all authorities. Evidence on this point is available from another source. Amelia Harris stated that about 7 % of physical handicap over the age of 65 is caused by blindness or related eye disorders and considered that in the total population there were 143,000 persons handicapped because of blindness or partial sight (Harris et al., 1971 (95,724 blind; 34,173 partially sighted) , which indicates that a substantial number of the blind and partially sighted are not being registered, and estimates of incidence and prevalence based on registration should probably be adjusted by a factor of 1 * 1 to 1 *4.
In conclusion we must try to assess the effectiveness of the Blind Register in relation to its purposes. The primary purpose has been identified in relation to the allocation of special financial and other social benefits rather than the deployment of medical care. The prospect of receiving such benefits probably influences the likelihood of registration and the Register, although incomplete, may meet some of its primary functions although there will of course be variation between authorities and difficulties in ensuring the uptake of benefits in every appropriate case (Holman, 1970) . However, it is probably not sufficiently accurate for medical research purposes including epidemiological or genetic studies, or for assisting health service policy formulations such as estimating service needs for the blind, or assisting the systematic personnel deployment of medical care to blind people. It is not designed as a medical register and will not adequately serve the general purposes of medical registers. Insofar as research, planning, and health care deployment functions require registration and scheduling systems, they appear to require a redesigned and reorganized process, either in the form of a separate health services exercise, or through appropriate changes in the existing registration process.
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